1. This article aims to provide a long-term update 2 years on from our initial paper and summarises service evaluation data collected from 21 pain management programmes, using a solution-focused approach in a community pain service.
Introduction
This article aims to open discussion around the nature of community healthcare services for chronic pain and includes reflection on issues that we feel are fundamental to the design and implementation of chronic pain services. This article focuses particularly on pain management programmes (PMPs), and discusses how we view PMP treatment intensity, deliver cost effectiveness, measure outcomes and support patients post-PMP.
As published longitudinal data from PMPs in multidisciplinary community settings appear scarce, this article also aims to provide a long-term update 2 years on from our initial paper. 1 It summarises service evaluation data collected from 21 PMPs run by the community pain service (CPS) over 5 years.
Five years of a community pain service solution-focused pain management programme: extended data and reflections
Pain management in the community setting: overview of benefits and challenges
Community services play a major role in healthcare delivery. The NHS confederation 2 reported that within the United Kingdom, community health services account for over 100 million patient contacts per year. Proportionately, this represents approximately 18% of NHS patient contacts, approximating to £9.75b, 10% of the overall NHS annual budget. The NHS confederation defines community services:
They provide a wide range of care, from supporting patients to manage long-term conditions, to treating those who are seriously ill with complex conditions … Teams of nurses and therapists coordinate care, working with professions including GPs and social care. 3 The community setting has many benefits in line with current NHS principles, including timely care closer to home, convenient locations with easy access, closer third-sector links and partnership, and a demedicalised setting. 4 As the Department of Health recognises chronic pain as a long-term condition, it would seem its management can fall well within the remit of community services as described above. This is consistent with the Faculty of Pain Medicine (FPM) who have published core standards for pain management services within the United Kingdom, with a specific chapter devoted to pain management services within the community 5 (see Box 1) .
The number (and nature) of UK pain services located in community and secondary/tertiary settings has been challenging to report. In 2012, the National Pain Audit identified that in England, 136 pain clinics were based in acute trusts and 31 in community trusts. Their setting was not clear in 37 cases. The same report commented upon the staff/skill mix within services, finding that within Wales, 60% of clinics were multidisciplinary, whereas less than 40% of the English clinics were reported to meet the minimum multidisciplinary standard (the presence of a psychologist, physiotherapist and physician). The audit found that community clinics were especially difficult to identify and characterise as many provided treatment in a very different way to hospital care, with a greater emphasis on support to self-care. 6 The challenge often faced in the design and delivery of community services is the apparent dichotomy between essential medicalisation to ensure diagnostic safety versus necessary demedicalisation to ensure optimal patient self-management. This line can be difficult. Equally, the recommended interface between health and social care sectors and third/volunteer sectors in practice provides a number of logistical and governance challenges, and there is currently little evidence to offer guidance on either, in pain settings.
PMPs in the community: quality and effectiveness
High-level evidence has repeatedly shown PMPs to improve physical functioning and coping, and to Box 1. Core standards for PMPs, FPM. 5 1. There must be timely access to all forms of pain rehabilitation. 2. Standard and intensive PMPs must be available in a group format, but in some circumstances may be best provided on an individual basis. Consent must be obtained. 3. PMPs must be properly resourced with time, personnel and facilities. 4. Suitability for a PMP is based on the impact of pain, and there must be no discrimination on the basis of age, literacy, litigation or judgement of motivation. 5. A PMP must be delivered by an interdisciplinary team where some competencies are shared and some are unique to particular professions. 6. PMPs may be delivered in a primary, secondary or tertiary care settings; the required resources must be equally available in both settings. 7. The effective delivery of standard and intensive PMPs for complex participants must be undertaken by highly skilled staff, working as a team in adherence to the core principles. 8. Evaluation of outcomes must be standard practice. This should include assessing changes in function, psychological well-being, healthcare use, quality of life and work status where relevant. 9. Interventions to facilitate return to work should be viewed as an essential component of the work of PMP teams and be integrated with other treatment offered. 10. There must be co-operation between primary care, secondary care and local authorities to deliver effective, integrated services for people with chronic pain. This will include pain management and other treatments such as medicines and injections. 11. PMPs must aim for high-quality leadership and effective team working. 12. PMP staff must have adequate time for training and continued professional development in the wider aspects of pain treatment.
reduce distress and disability immediately post-PMP. 7 It has also been shown in high-quality studies that structured self-management programmes can improve pain and disability. 8 The British Pain Society (BPS) have commissioned the development of a directory of PMPs, the latest available version of which suggests that in 2013, there were around 97 PMPs in the United Kingdom. 9 It is not possible to definitively identify from this resource how many of these programmes are community-based. There has previously been considerable heterogeneity in PMPs; guidance from the BPS, 10 and more latterly FPM, 5 has aimed to define the nature of a PMP and also the core standards for delivery of quality care. This has given more clarity to how PMPs should operate, and how they should be benchmarked. However, much of the effectiveness data seem to be derived from specialist services based either in secondary or tertiary centres as there appear to be relatively few published studies evaluating multi-professional PMPs in the community, 1, 11 despite the more recent acknowledgement that the community is an appropriate setting for delivery of PMP. 5 
Providing a CPS PMP in practice: the Southport and Formby model
The NHS 5 Year Forward View 4 advises action on three fronts: demand, efficiency and funding. With this in mind, the CPS has worked to try to meet the needs of the local population (some of whom would not wish to or be able to travel to tertiary services for PMP), by embedding a PMP into the service.
The PMP aims to be highly patient-centred and to empower and actively engage patients, remembering that 'patients are arguably the greatest untapped resource within the NHS'. 12 This active, communitybased engagement of patients is a common thread through all the recent 10 priorities outlined by the Kings Fund in the 'Transforming Our Health Care System' 2015 update 13 and a key part of the NHS 5 Year Forward View, 4 and of sustainability and transformation planning. One way the CPS and PMP aims to be highly patient-focused is by taking a solution-focused (SF) approach 14 to biopsychosocial aspects of pain management. An SF approach advocates working with the person rather than the problem, listening to and working with patient priorities, hopes and expertise to develop meaningful goals, noticing exceptions to problems and noticing smallest signs of success (as defined by the person). It also encourages clinicians and services to take a whole person perspective to the integration of physical and mental healthcare, another of the Kings Fund 10 priorities.
A full description of the delivery of the CPS PMP can be found in our original article. 1 
Brief overview of PMP practicalities
The community PMP comprises 5 hours of group work per week (over three sessions) for 8 weeks, that is, 40 hours, with a 2-hour follow-up group session 10 weeks later. The PMP is run as part of the wider work of the CPS. Each week there are 2, hour long PMP exercise (circuit-based) sessions run by a specialist pain physiotherapist with skills in psychological approaches, 2 of which are introductory hydrotherapy sessions. The remaining weekly PMP session is discursive, is 3 hours in duration and is divided into 3 partsessions with breaks between. Each part-session is facilitated by a different clinician, who is timetabled to leave their outpatient clinic to facilitate, and then will return to clinic on the same site afterwards. This enables effective utilisation of clinician time.
Assessment
The community PMP offers an introductory morning to PMP, where prospective attendees learn more about the programme and meet the others they will likely work with throughout. This includes fellow attendees and clinicians, as well as 'experts by experience', that is, recent PMP 'graduates', promoting a pooling of expertise. It gives an opportunity for deeper understanding of PMP, and from the clinical perspective, a chance to ensure medical, physical and psychological safety. Providing there are no safety concerns, we do not preclude access to the PMP, and also accept people with a range of co-morbidities. Significantly, assessment/screening focuses predominantly on curiosity around the person's 'best hopes' for themselves if the programme was useful to them in their life, and ensuring that these are a good fit, in general terms, with the aims of the programme. This contrasts with other assessment approaches which often focus more on the measurement of level of distress/disability.
Goal setting is common to many PMPs and not a new concept. Assessment and goal setting using a SF approach, however, allows the expertise and experience of the client to become a central tool in this process, as client and therapist collaborate on identifying a detailed picture of desired change … bringing together the client's knowledge of their own life, with the therapists understanding <of pain management> … An added bonus is that the client may experience an immediate therapeutic benefit … positive change can occur at any time as a result of any part of a solution focused conversation. 15 Participation in PMP is thus framed as something more meaningful for the participant beyond clinical goals.
Motivation to continually attend the 8-week programme is generally high, and mean drop-out rate is less than 20%. Given that PMP is embedded in the wider work of the CPS, this allows for a smooth transition from and to one-to-one work with clinicians, should this be required.
Outcome measurement
Patient-reported outcome measures (PROMs) are increasingly utilised to demonstrate treatment efficacy. Validated tools can be advantageous, especially when comparing different treatment approaches, using the same measure. They do, however, generally measure what the researcher, rather than the patient, wants to measure, and there is evidence to suggest that there can be substantial gaps between what patients value and what researchers prioritise. 16 Arguably, truly individualised care would be measured by individualised measurements. For example, the most important and meaningful goals may be being able to walk the dog, and feeling like a good grandparent, the potentially random combination of which do not feature frequently in validated measures. The dichotomy of being able to robustly compare treatments or groups, but offer individualised measurements is not easily reconciled.
The development of an individualised measurement tool ('iGro', see Figure 1 ) came from this need to individualise measurement, and from our curiosity about working with patients' hopes and priorities. In its evolved state, it also has become a (national innovations award winning) therapeutic tool used on our PMP, in addition to more typical standardised measures. It combines the SF principles of scaling (for a general account, see Ratner et al.; 17 for more specific ideas on using SF scaling in pain settings, see Bray et al. 18 ) with a user defined five-point star-shaped visual analogue scale (VAS). Each 'arm' of the star is represented by a 0-10 scale, and defined by the user (e.g. feeling like a good mother or the ability to stand and cook), and joins at the central point (zero). Rather than measure intrusive negative symptoms (e.g. poor sleep), each VAS measures positively construed goals, and success is measured at the start, mid-point and end of the PMP. Using SF scaling principles and conversation, the user is encouraged to think for each VAS how things would look differently, for example, 'if you were at 4, ie a little higher than your 3 now -what would you notice?', as well as notice in detail what is helping them, for example, to be a 3, and not lower down their scale. For most patients, the rated area often 'grows' at each time point, representing a growth in 'living well'.
Such individualised tools may be difficult to crossvalidate with other measures; however, large numbers of user datasets could perhaps help to explore whether a specific type of approach (e.g. SF based PMP) can help users achieve their own meaningful goals rather than the ones chosen for them from previously validated tools. We hope to explore and present this tool and dataset in a future paper.
Post-PMP patient support
The Kings Fund 13 highlights 10 priorities for commissioners, recommending that 'at the heart of the chronic disease management model … is the informed, empowered patient with access to continuous self-management support'. A community-based PMP and pain service can offer some advantages in this respect; a local knowledge of therapeutic support and volunteer and third-sector networks, affiliated groups and employment or volunteering facilitation; and is well situated 'to reach out into communities more effectively … and harness the power of the wider community'. 19 The community PMP has experience in 'growing' local volunteers, who have graduated PMP, or attended the community clinic. An SF framework has helped with identifying and recognising people's skills, and in many cases noticing their hope to 'give something back' (a common theme for people we have worked with, which can be therapeutically utilised to help people develop their sense of purpose and meaning in their lives). In our experience, nuturing and supporting volunteers, liasing with the trust to develop an appropriate training package relevant to the role, providing a governance framework and ultimately supporting volunteers to develop self-sustaining therapeutic groups have been a worthwhile investment of our time. As well as a thriving patient support group (Pain Clinic Plus), 20 examples associated with the CPS and PMP also include a chair-based exercise class, an arts and crafts group, a fortnightly 'graduate' PMP group and a pain service choir 21 (NB service evaluation data from the choir has suggested clinically and statistically significant improvements in mental well-being 22 ). Clinicians are able to signpost patients to these activities (when in line with the person's 'best hopes'), and they provide long-standing resource networks at minimal NHS cost.
Costs per 8-week community-based PMP
A breakdown of the PMP clinicians and their time dedicated to PMP are outlined in Table 1 , giving an overview of the multidisciplinary input. Costs are outlined in Table  2 and are based on the 8-week programme (3 sessions per week, 5 hour treatment time per week). The programme is run from a community NHS location (health and wellbeing centre) utilised by the NHS trust for delivery of clinical services. The CPS is based within this centre where, in addition to PMP, it delivers outpatient and volunteer-led services. There is an arrangement where PMP patients are able to utilise the hospital hydrotherapy pool for two physio-led taster sessions, as (at the time of writing) the service is currently part of a hospital trust. Patients can then use the pool on a pay-as-you-go, ongoing basis during public sessions. As a point of reference, attending a 16-or 5-day PMP privately in a tertiary setting in 2015 costs per person £14,963 and £6905, respectively. 23 
Community PMP service evaluation data summary
In 2014, we reported service evaluation data collected over 3 years (n = 85) from an NHS CPS PMP in Ainsdale, Southport. 1 As published longitudinal data from PMPs in community multi-disciplinary settings appear scarce, we wanted to provide an update 2 years on from our initial paper, exploring and summarising extended service evaluation data collected from 21 PMPs, spanning over 5 years (n = 143).
Data gathered from 104 females and 39 males who had attended at least 75% of the 3 × 8 PMP sessions were included in the present analysis. These components are considered as core aspects of the PMP. Patients were diagnosed with a variety of chronic pain conditions (NB multi-morbidities were not excluded) and ages ranged from 25 to 83 years (mean = 52 years).
Methodology (data collection and analysis) relating to the extended PMP data was repeated as per our initial paper, 1 which the reader is referred to if a full description is required. Data were collected from the following outcome measures (Table 3) : Pain SelfEfficacy Questionnaire (PSEQ), 24 Warwick-Edinburgh Mental Well-being Scale (WEMWBS), 25 Brief Pain Inventory (BPI) 26 and sit-to-stand test (STST). 27 Properties of the measures and scoring interpretations (including clinical significance indicators) are described in our initial evaluation paper. The dataset comprised data from our first PMPs (May 2010 onwards, documented in Simm, Iddon and Barker, 2014 1 ), plus additional data collected from subsequent programmes (21 programmes in total). The ongoing service evaluation was registered with Southport and Ormskirk Hospital 
NHS Trust Audit and Effectiveness Department (Ref: 12-314).
As in our original service evaluation, statistically significant differences were found for self-efficacy immediately post-PMP (as well as clinically significant meaningful change at this time point) and 10-week follow-up. In addition, the larger dataset suggests that the improvement in self-efficacy is now statistically significant at the later time points of 6 and 12 months.
Again, as per the initial evaluation, statistically and clinically significant differences were found for mental well-being at all follow-up points post-PMP. In terms of mental well-being, with the larger dataset, these changes are now significant at the p < .001 level (previously p < .05).
As per the initial evaluation, statistically significant change was found for function at post-PMP (later time points not measured due to time constraints at followup group and postal return methods used at 6 and 12 months).
The initial evaluation did not show any statistically significant change on the BPI. The larger dataset, however, now shows a statistically significant difference (p < .05) on the Interference subscale post-PMP and at 10-week follow-up.
N values vary between the measures for several reasons. The WEMWBS, BPI and STST were introduced at later time points than the PSEQ, which was part of the evaluation process for the very first PMPs delivered. Also, despite best efforts, in clinical practice, not all items on the questionnaires are completed fully by every patient. There was also attrition in terms of response rates over time. Only patients who provided complete pre-and post-PMP datasets (and subsequent 10-week, 6-and 12-month follow-up data, where available) were included in the analysis.
Discussion

PMP service evaluation data
With reference to the current analysis of the extended dataset (from 21 PMPs over 5 years), an examination of baseline and subsequent follow-up data suggests that the PMP continues to improve function, pain selfefficacy and mental well-being. Findings also now suggest that the PMP helps pain interfere less in patients' lives both immediately post-PMP and at 10-week follow-up after that (which is perhaps particularly important given the Cochrane Review 7 of psychological therapies for the management of chronic pain found no effect on pain). Patients rated less interference from pain, despite showing no statistically significant difference in average and worst pain ratings.
The extended dataset suggests that improvements in mental well-being and now self-efficacy have been found to be maintained on a long-term basis, and the statistically significant findings above are supplemented by clinical significance. The findings remain in line with the primary aims of the CPS PMP, that is, to improve well-being and coping despite the presence of pain, and suggest that a locally delivered SF community approach to PMP has had a positive, sustained impact on patients with chronic pain. In line with the CPS PMP approach, recent research 28 has found that greater levels of positive goal engagement (comprising factors based on goal-focused hope and principles underpinning the SF approach) predict higher levels of psychological well-being, and partially mediate the relationships between both pain severity and its impact on function and psychological well-being. This suggests that there may be a protective 'buffering' effect of the presence of positive goal engagement in enabling individuals with chronic pain to maintain a sense of psychological well-being, while accounting for effects of the intensity and impact of the pain itself. There are, however, some significant limitations to the CPS community PMP dataset and analysis which impact the strength of the conclusions that can be drawn, and the comparisons that can be made. However, given the general paucity of data and information regarding the delivery of PMPs in the community, combined with the growth of such commissioned services, it was felt the findings were relevant to the public domain.
The data are gathered in a 'real-world' clinical service, as part of a service evaluation, with no control group. It shows attrition in terms of number of participants at the follow-up time points. This is because not all patients choose to attend the 10-week follow-up group, where questionnaire data are usually collected. The 6-and 12-month data are collected by return postal questionnaire rather than in person, and it is well understood that this more distant approach can often unfavourably affect response rates. Arguably, therefore, the long-term data are skewed as it reflects only those patients who chose to respond (nonresponse bias). Intent-to-treat analyses of missing data were not conducted and data were analysed from small numbers of participants at some data points. The evaluation also did not control for social desirability bias, as the clinicians who delivered the programme also collected and analysed the data. These factors may reduce internal and external validity.
Relevance of findings to treatment intensity and patient need
This service evaluation data tentatively suggest that a relatively low cost, accessible, 40 hour, communitybased PMP has made a significant, meaningful difference to the lives of people who live with chronic pain. In terms of the recommended guidance and evidence around commissioning PMPs, a previous Cochrane Review 29 for the treatment of chronic low back pain has recommended utilising only multi-professional rehabilitation treatment of longer duration (>100 hours), although the review has now been updated with no such recommendation regarding duration or intensity. More recently, the BPS and FPM advise that for commissioning purposes, a standard PMP should be a minimum of 12, three-hour sessions (i.e. 36 hours), with more intensive programmes (e.g. 15-20 full days) offered to some very disabled and distressed patients. There is, however, no recognised standard in how to optimally agree both treatment intensity and type of psychological approach. Furthermore, our understanding is that there currently are few standardised tools (if any) that can accurately predict 'good' PMP outcome. Pre-PMP assessment clinics can be seen as a way to better understand an individual's therapeutic need and wishes prior to participating on a PMP. The FPM core standards for PMPs 5 state that 'suitability for a PMP is based on the impact of pain, and there must be no discrimination on the basis of age, literacy, litigation or judgement of motivation'. It is arguable that a true needs-based assessment should also not be dependent on psychometric cut-off points, or isolated clinical opinion, but on an individualised, shared understanding of need, 'best hopes' and meaningful goals between individual and clinician. This would also help define what a 'good' outcome would look like for the individual.
This collaborative needs-based assessment is perhaps one of the greater challenges. Our anecdotal experience has found individuals with severe distress and/or disability can make meaningful change in living well with their pain if we measure meaningful outcomes for the individual. This generates uncertainty around the concept of those with severe distress and disability requiring high-intensity treatment, and may be a reflection of trying to advance and measure clinician-focused goals.
Understanding these issues is especially relevant to how we commission effective, cost efficient, patientcentred treatments. It may be that some of those patients traditionally thought of as 'complex', may be managed effectively with 'lower' intensity PMP (e.g. 3 MDT sessions per week for 8 weeks) and supported self-management, in a resource-hungry NHS.
Living well post-PMP: utilisation of the community setting to promote longlasting change
After complex interventions such as coronary artery bypass grafting, the NHS rightly invests in secondary prevention. It is arguable that PMP is similarly a scarce (and often life-changing) treatment and should therefore attract similar 'post-treatment' (and preventative) investment. Many clinicians who work within PMP will be familiar with the trepidation that often accompanies PMP graduation. This may particularly be a feature of 'immersion' type courses, especially those where long distances between PMP and home are present, and with little knowledge from the clinician's perspective of what the person will be going home to. It is our experience that a locally based, low intensity (3 sessions per week), longer duration (8 weeks) programme enables participants to progressively interweave PMP principles into their day-to-day life. Additionally, the camaraderie and sense of group identity often results in long-term peer support; both of which seem to help minimise post-PMP graduation concern and sustain long-term change.
Despite challenges, our experience is that an extended volunteer support system, although requiring some supervision and management, reduces the load on clinical services. It also provides an 'experts by experience' resource that some returning patients can be redirected to when they perhaps need 'clinicianlight' support to reignite good habits around pain management and well-being. Participants in many of our groups frequently reference the power and support of being part of a peer group as a protective and helpful factor in their lives. 21, 30 Evidence suggests that a strong sense of social identity can positively influence mood in community and clinical settings. 31 Exploring resource minimal ways that this can keep happening would appear to be another useful strategy a community-based pain service can employ to support people to live well in the long term with pain.
Our vision is to build on this success and further develop the CPS and PMP. We hope to
• Further utilise the benefits of community and expert patient networks; • Develop patient-centred pathways with other healthcare providers; • Deliver early intervention and awareness projects;
• Explore newer return to work initiatives; • Build more meaningful links with social care and return to work services
